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             Dr. Nancy Fazekas Grubb, MD, ABFM, ABIHM
4030 Massillon Rd. Ste C, Uniontown, OH  44685

330-699-1500,  fax 330-699-1646    

Authorization for the Release of Information
I, the patient, hereby authorize the use or disclosure of my health information from the listed health practitioner below to Optimal Health Institute of Ohio with no limitations placed on history of illness or diagnostic or therapeutic information, including the furnishing of photocopies of all written documents pertinent thereto .

Patient Name ______________________________________________________ Date of Birth __________________________

Address _______________________________________________________________________________________________

City ____________________________________
State __________
Zip Code __________________________________

Phone __________________________________
Social Security Number ________________________________________
Health Practitioner Name ________________________________________________________________________________

Address _______________________________________________________________________________________________

City ____________________________________
State __________
Zip Code _________________________________

Phone __________________________________
Fax Number _________________________________________________

DURATION: This authorization shall become effective immediately and shall remain in effect until _____________________, or for 1 year from the date of signature if no date entered.

REVOCATION: This authorization may be revoked in writing by the undersigned at any time prior to the release of information from the disclosing party. Written revocation will not affect any action taken in reliance on this authorization before the written revocation was received.

I hereby release Optimal Health Institute of Ohio, its employees, agents, managing members, and the attending physician from legal responsibility or liability for the release of the above information to the extent authorized.  A copy of this authorization shall be as valid as the original.

Requesting Practitioner Information

Practitioner name and credentials:                 
Optimal Health Institute of Ohio, LLC


Dr. Nancy Fazekas Grubb, MD, ABFM, ABIHM

4030 Massillon Rd., Ste C

Uniontown OH  44685

Ph:  (330) 699-1500  Fax: (330) 699-1646
Patient Name (printed): _____________________________________________________________________________

Patient Signature: __________________________________________________________________________________
